the Royal Maternity Hospital, having been sent in from the antenatal clinic for observation in view of contracted pelvis. She A provisional diagnosis of spondylolisthesis was made, the pelvic measurements were again taken, and it was found that the pseudodiagonal conjugate measured to the lower margin of the displaced 5th L.V. was 4^ ins., and to the junction between the 4th and 5th L.V. 4f ins. The diagnosis was confirmed on the following day by an X-ray photograph, which revealed a well-marked forward dislocation of the 5th L.V. on the first sacral vertebra. (Fig. 2) .
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The interest of the case lies firstly in the fact that it is an example of well-marked spondylolisthesis, which is one of the rarest forms of pelvic deformity encountered by obstetricians. It is the only case of the kind that I (R. W. J.) have ever seen, and is, I believe, the only case of this deformity in the records of the hospital. It is, likewise, the only record of such a case presented to this Society, the sole previous reference to spondylolisthesis being to the demonstration by Dr Barbour, in 1885, of some photographs of the condition presented to him by Neugebauer.
In the second place, the case is interesting because it shows that a really severe degree of vertebral displacement may be present without causing any serious diminution of the pelvic dimensions and without causing any difficulty in labour. From the antenatal record, one might surmise that it created some doubt on the part of the foetus as to how it should present, for in the nine weeks prior to her admission, during which she attended the clinic six times, the presentation was found to be first a breech on three occasions, secondly a vertex on two occasions, and thirdly a shoulder presentation which was turned to a vertex by external manipulation. The shoulder presentation, however, recurred as is seen in the radiographs, and had to be corrected again at the onset of labour. This fcetal versatility is to be attributed to the abnormal conditions of the mother's spine and to obliquity of the uterus.
We submit the following brief account of the condition both because of its obstetrical interest and because spondylolisthesis is a possible cause of low back pain with which, as gynaecologists, we ought to be familiar.
The term spondylolisthesis, which means the sliding of a vertebra (cnrovOvXos, a vertebra, and oX/cr0>/o-??, sliding), was coined in 1853 by Kilian, who described two cases that have become classic. One occurred in Prague (Fig. 7) and one in Paderborn, and both patients died after Caesarean section, thus providing the first material for detailed description. The fcetal spine has two primary curves, the sacral and the thoracic; both convex backwards. When the infant begins to hold its head up, the forward cervical curve appears, and when it begins to achieve the erect posture in standing, the forward lumbar curve appears. The lumbo-sacral angle increases as the child grows by the constant pressure of the body-weight on the lumbo-sacral joint.
Anteriorly, the body-weight is borne by the bodies of the vertebrae and the intervertebral discs : posteriorly by the articular processes of the vertebrae. In health the normal spinal curves are maintained by good muscular tone and by the spinal ligaments, and consequently no pain is felt. When the musculature is weakened by ill-health, the ligaments and articular processes The main difficulty in interpreting a lateral X-ray photograph lies in the fact that the shadow of the iliac bones becomes superimposed on that of the 5 th lumbar and 1st sacral vertebrae, thus tending to obscure the picture (witness Fig. 4) 
